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Spontaneous coronary artery dissection (SCAD) is a very rare clinical condition. Physiopa-
thology of SCAD is still mostly unclear. Clinical presentation of SCAD ranges from atypical
symptoms to sudden cardiac death. The diagnosis of dissection is generally made by using
conventional coronary angiography. Invasive or conservative treatment is reasonable.
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journal homepage: www.elsevier.com/locate/ihjSpontaneous coronary artery dissection (SCAD) is a very rare
clinical condition with an incidence of 0.1–1% in patients
referred for coronary angiography and more than 80% of the
patients are women and the mean age is 43 years.1 Most cases
are related with peripartum period but SCAD is also associated
with atherosclerosis. SCAD can also be associated with
connective tissue disease, cocaine use, vigorous exercise,
SLE, and oral contraceptive use.2,3 However, the underlying
reason of the dissection cannot be identiﬁed in most cases.
A 32-year-old female patient with a history of active
smoking was admitted to our department with exertional
dyspnea and atypical chest pain. She had been smoking for 10
years. She had no history of hypertension, diabetes mellitus,
hyperlipidemia, or any remarkable history of medical condi-
tion. At the admission, her blood pressure was 90/60 mmHg
and heart rate was 77 beats/min. Electrocardiogram (ECG)
revealed normal sinus rhythm. Transthoracic echocardiogra-
phy showed normal left ventricular systolic function. Tread-
mill stress ECG revealed 1–2 mm ST segment depression over
leads II, III, and aVF and V5–V6 in accordance with positive
stress test. Coronary angiography performed and demonstrat-
ed spontaneous dissections of the left main coronary artery
and left anterior descending artery (Fig. 1). Since there was
TIMI 3 ﬂow in the distal segments of the affected coronaries, it
was decided to follow up the patient closely without
performing any intervention.
Clinical presentation of SCAD depends on the extent and
the severity of the dissection, and ranges from atypical
symptoms to sudden cardiac death. Whereas left coronary
artery dissection is more common in women, dissections of
the RCA occur more frequently in men.4 Overall, LAD isaffected in 70–75% of cases, RCA in 20% of cases, Cx in 5%, and
LMCA < 1% of cases.5 The diagnosis of dissection is generally
made by using conventional coronary angiography with
multiple views. If there is any doubt in diagnosis, IVUS can
be performed.
Primary PCI remains the reperfusion strategy of choice;
however, in small and medium-sized arteries with TIMI-3 ﬂow,
conservative treatment may be preferable like in our case.
Thrombolytic therapy is discouraged because it may result in
further propagation of the dissection due to progression of the
intramural hematoma. With conservative measures, coronary
artery dissections have even shown complete angiographic
resolution after a year. In case of atherosclerosis, aggressive
measures should be taken to stabilize atherosclerotic plaques.
These measures include aggressive lipid lowering by statins, b-
blockade, antihypertensive therapy, and antiplatelet therapy.
However, when there are no signs of atherosclerosis in the
coronary arteries, statins are not indicated, although b-
blockers and platelet inhibitors do need to be continued after
discharge.2
Prognosis is better if underlying cause of the dissection is
atherosclerosis. Overall mortality tends to be better, if the
patient survives the acute episode. It has been reported that
50% of patients with SCAD developed a recurrent dissection
within two months.2 Therefore, monitoring patients with
SCAD outpatient is recommended.
In conclusion, we report a case of SCAD of the left main and
left anterior descending coronary arteries. The patient was an
active smoker without any other risk factor for atherosclerosis.
We believe that smoking is an important contributor patho-
genesis of SCAD.
Fig. 1 – Left coronary angiography demonstrated dissection of the left main and left anterior descending coronary arteries.
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